Objective. To explore the prevalence of intimate partner violence (IPV) of women (aged >18 years) attending general practice and to assess the association between IPV and depression. Methods. A cross-sectional survey was conducted within 15 general practices across Rotterdam. The study population was all women older than 18 years of age attending general practice. Women were screened for sociodemographic factors, IPV and depression using the Composite Abuse Scale and the Beck Depression Inventory.
Introduction
Intimate partner violence (IPV) in general practice is common. According to some international studies 37-41% of the women, visiting general practice, who ever had an intimate relationship experienced abuse by their partner. [1] [2] [3] [4] IPV is defined as 'violence caused by a partner in an intimate relationship and consists of physical, mental and/or sexual abuse'. According to an Australian study, a quarter of the women visiting general practice experienced physical abuse (PA), one-third emotional abuse (EA), 1 in 10 sexual abuse and 1 in 8 experienced all three forms of abuse. 1 Up to date, the prevalence of IPV among female patients in family practice has never been studied in the Netherlands.
IPV leads to a significant morbidity and mortality. [5] [6] [7] [8] [9] Abused women present almost twice as frequent at general practice than the average female patients. 5, 6, 8 They present more often with medical unexplained symptoms, mental health problems and injuries. 5, 6, 8 This makes it an important health care problem with a considerable amount of distress and high costs. [8] [9] [10] [11] A recent study on the burden of IPV shows that estimates of the medical cost burden for IPV in 12 months after vicitimization range from USD 2.3 billion to USD 7.0 billion. 10 Abused women generally do not disclose and for doctors, it is difficult to recognize the abuse. 12 Women do want their doctor to ask about violence, even when they are not ready to disclose it. 13 Empathy and empowerment by the doctor play an important role. 12, 13 However, IPV is difficult to recognize because there are no specific symptoms, which can facilitate case finding.
Studies have shown that women in an abusive relationship are probably more likely to have depression.
3,5,6,14-16 According to one meta-analysis of Golding et al., 15 47.6% of the women experiencing violence are depressed.
Nevertheless, this meta-analysis includes only a few international studies and it is not specifically about women attending general practice but about the general population. Remarkable is the outcome of a crosssectional study in primary care among migrant Latinas women, which showed no correlation between IPV and symptoms of major depressive disorder (MDD). 17 Another cross-sectional study in Spain among migrant and native women in primary care described a higher likelihood of IPV among migrants than natives. 18 Therefore, the aim of this study was to assess the prevalence of partner abuse in general practice in the Netherlands and to study the association between IPV and depression among native and migrant women. The finding of characteristics of women with IPV might be improving the recognition of partner abuse in general practice. Our research questions are: What is the prevalence of IPV of (migrant and native) women attending general practice in the Netherlands and whether there is an association between IPV and depression.
Material and methods

Participants
We conducted a cross-sectional survey in Rotterdam, a multi-ethnic city in the Netherlands, in a period of 3 weeks of March 2009. In this period, we approached 35 GPs to participate in a waiting room survey of 2 days. These GPs had previously volunteered to participate in an education programme about IPV. Fifteen practices with a total of 33 GPs were finally included. Practices were excluded if they could not provide a separate room to survey women in private.
The target population consisted of all women attending general practice, older than 18 years of age and ever had a relationship. Women were excluded if they attended general practice with their partner (for safety), if they could not read Dutch, English, Arabic or Turkish and if they could not speak Dutch or English as well.
Procedure
Women were recruited in the waiting rooms by the GPs themselves or by a research assistant, depending on the preference of the practice. If women refused to participate, reasons of refusal were noted. The women were asked to fill in the questionnaire before their visit to the doctor.
Women who were willing to cooperate and met the inclusion criteria completed the questionnaire in a separate room. The research assistants were trained in taking questionnaires about IPV. They explained details of the study and stressed that it was voluntary and confidential. If possible, the patient completed the questionnaire herself. If necessary, the research assistant explained questions or read out the questions to complete the questionnaire.
Data collection and analysis
We used self-administered questionnaires. According to a recent study, self-administered screening is as effective as an interview by a clinician and most patients and clinicians are comfortable with screening of domestic violence. 19 Patients filled in their sociodemographic characteristics in the questionnaire. Next, they were screened for partner abuse during their lifetime using the Composite Abuse Scale (CAS) and for depression using the Beck Depression Inventory (BDI-IA). [20] [21] [22] General questions were about marital state, education, work, children and country of origin. The CAS is a validated tool. [20] [21] [22] This instrument has a good internal reliability (Crohnbach's alpha >0.75), good sensitivity and specificity (<17% of women were misclassified in a known group). 22 The CAS contains 30 questions with the following subscales: PA, EA, harassment (HA) and severe combined abuse (SCA). The subscale PA contains questions about hitting, beating up, pushing and shoving. The subscale EA contains questions about him saying she is stupid, ugly or not good enough and him trying to turn her family against her. The subscale HA contains questions about him following her and harassing her over the telephone. SCA contains questions about severe forms of PA, EA and/or HA. Each of the 30 items is scaled by frequency (0 = never to 5 = daily) and every subscale has its own cut-off score [SCA (1), PA (1), EA (3), HA (2)]. A woman can experience one or more of these subtypes of abuse. So depending on the combination of different subtypes experienced, the woman belongs to a final category of severity. These categories of severity are EA and/or HA; PA alone; Physical, Emotional and/or HA and SCA. The Dutch version of the CAS was validated in an earlier study. The BDI-IA is a validated tool, containing 21 questions about mood during the last week (0 = normal mood to 3 = feeling depressed in this item). The sum of the scores of all items determines the severity of the depression (0-9 = no/minimal depression; 10-18 = mild depression; 19-29 = moderate depression; and 30-63 = severe depression). 23 A score of >18 points is in concordance with the diagnosis depression.
For the present study, the CAS and the BDI were translated into Arabic and Turkish by an official translation agency and back translated and checked for accordance with the original questionnaire. Analysis was done using SPSS (version 14). Outcome measures were the prevalence and severity of combined abuse, PA, EA, HA, depression, sociodemographic factors and the significant associations between IPV and depression. The Pearson's chi-square was used to correlate IPV and depression.
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Results
During the research period, 396 women visited general practice and 352 were asked to participate in the study. Of the attended women, 221 were eligible for this study, resulting in a response rate of 56%. Forty-four women were missing because the practice assistant lacked time to invite them. Sometimes the research assistant needed more time because some women wanted to share their feeling with her after filling in the questionnaires. Thirty-seven per cent (n = 138) were not eligible to unwilling to participate due to several reasons. The most common reasons were unwillingness without reason (41.5%) and lack of time (37%). Other reasons mentioned were illiteracy (9.1%), severe physical (3.8%) and mental illness (3.1%). In total, 5.6% were excluded because they attended general practice with their partner. Seven women were excluded due to incompleteness of the questionnaire. In total, 214 questionnaires were suitable for analysis.
Respondent's mean age was 44 years, ranging from 19 to 90 years (43 ± 17.2). Most of the women were married, had a paid job, a partner and children (Table 1) . Forty-one per cent (n = 87) of the women were migrants. Native women were four times more often retired than migrants. Furthermore, migrant women were two times more often jobless than native women.
Prevalence of IPV
According to the CAS, 30.4% (n = 65) of the women experienced IPV in their lifetime. At least one subtype of IPV was experienced, independently or combined. Of all women, 26% (n = 56) experienced EA, 21% PA (n = 45), 15% HA (n = 32) and 15% SCA (n = 32) . Women often experienced a combination of these subtypes of abuse. Categorization of these subtypes of IPV according to the CAS, 7% (n = 15) of the abused women fit in the group of 'EA and/or HA'; 2.3% (n = 5) in 'PA alone'; 6.1% (n = 13) in 'PA, EA and/or HA' and 15.0% (n = 32) 'SCA' (Fig. 1) .
Migrants (n = 87) experienced significantly more IPV compared to Dutch women (n = 127). Of all migrants, 37.9% (n = 33) experienced IPV compared to 25.2% (n = 32) of all Dutch women participating in this study (P = 0.047).
Association between IPV and depression
According to the BDI, 19.6% (n = 42) of all women suffered from moderate or severe depression of whom 8.9% (n = 19) was severely depressed (Fig. 2) . Migrants were significantly more often suffering from a severe depression with a prevalence of 14.9% (n = 13) compared to a prevalence of 4.7% of Dutch women (n = 6) (P = 0.05).
There was a significant association between IPV and depression. Of the abused women (n = 65), 50.8% were suffering from depression compared to 6.1% of the non-abused women (n = 149; P = 0.000). When the non-abused women had depressive symptoms, they were more likely to have a minimal or mild depression. Of the abused women, 23% (n =15) were suffering from a severe depression compared to only 3% of the non-abused women (Fig. 3) .
The other way around, 78.6% (n = 33) of all the depressed women experienced IPV (P = 0.000). Women suffering from SCA were most likely to be depressed (n = 20; 47.6%) compared to the women suffering from other types of abuse.
Discussion
This study is the first to investigate the prevalence of IPV in general practice in the Netherlands. Our primary finding that 30% of the women ever experienced IPV is unmistakable evidence that the experience of IPV is common among female patients visiting their GP. EA is the most common type of abuse. This is in line with an Australian study.
1 IPV is also a more prevalent problem in general practice compared to the 23% percentage of an academic outpatients' clinic of gynaecology. 24 The difference can partly be explained by the low percentage of migrant women in that study. 24 This study shows the participation of a high number of migrants (41%) in accordance with number of migrants population of Rotterdam (46%), which findings support the representativeness of our study population.
A very important finding is that migrants are significantly more often victim of IPV compared to Dutch women and suffer more frequently from severe depression. Migrant women are also known to be more vulnerable to die because of IPV 25 . As a consequence, health care workers have to be very attentive to depression and IPV in migrant women. The correlation between IPV and MDD is not found in the earlier mentioned cross-sectional study in primary care among migrant Latinas. 17 The different use of measurement instruments (structured interview and BDI questionnaire) can be an explanation of the different results.
Our third finding shows that almost 20% of the women visiting general practice are suffering from depression. This is comparable to Hegarty's 3 Australian study. Compared to 4% of the women, registered in general practise as suffering from depression, this percentage is strikingly high. 26 Eye-catching is the outcome that half of the abused women are depressed. This is in concordance with a meta-analysis of Golding et al. 15 with a weighted mean prevalence of 47.6% in the total population. Our study even shows that more than threequarter of the depressed women experienced IPV. This is high compared to 65% found by Hegarty et al. Despite these interesting results, several limitations should be noted. Firstly, the prevalence of IPV is probably higher than measured in this study. Thirtyfive per cent of the women did not wish to participate in this study, which was presented as a study on relationships and depression. We don't know whether abused women are more afraid to complete a questionnaire about their relationship. We also excluded women who were accompanied by their partner. It is generally known that men who abuse their partner will escort their partner more often while visiting a doctor to prevent disclosure of abuse.
Another limitation of this study is the fact that we diagnosed depression only with the BDI without a clinical interview. However, we used a high cut of score of 18 points to lower the false-positives. Family Practice-an international journal Nevertheless, we can conclude that there is a high prevalence of IPV. There is a significant association between IPV and depression among natives and even more striking among migrant women. Most of the depressive women are victims of IPV. To assure the prevalence of IPV and the association with depression, a large-scale national study among native and migrant women in general practice is needed.
Moreover, this study gives doctors new possibilities to recognize IPV. GPs should ask depressed women and in particular depressed migrant women about IPV, in order to provide suitable care.
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